The changing face of medicine Wounded soldiers were pouring in from Sebastopol and Balaclava. She found that 400 patients in every 1,000 were dying from infections. The battlefield was dangerous; the hospital was even more dangerous. After she insisted on improved ventilation and sanitation the mortality from infection fell to only 22 per 1,000. She said 'It may seem a strange principle to enunciate as the very first requirement of a hospital that it should do the sick no harm even if it does them no good'.3 Her views on hospital design became reflected in the pavilion style of architecture. War had been the stimulus for change. The pavilion style dominated hospital building in the second half of the 19th century. The buildings were cold, draughty and isolated; they were inefficient to run and unpopular with staff. But they were healthier than their damp, airless predecessors. Why then were the wards of the new Royal Victoria Hospital designed and built as they are? They were built side by side with no space between them and with no opening windows. 4 At first the medical staff, which included Sir William Whitla, regarded the plan as outrageous -'like a cross between a factory and a prison'. Light was to be admitted through clerestory windows in the ceiling; fresh air was to be driven through the entire building. The architect said 'It is a revolution in hopspital design'. Professor Banham of University College, London, wrote 'The Royal Victoria Hospital became a building air-conditioned for human comfort, and very likely the first in the world'.5 The design also made for great efficiency. The ventilating system starts in a building between the laundry and the mortuary. Huge fans, about nine feet across, made in the Sirocco Works, drive air along a tunnel under the main hospital corridor. Professor Banham writes 'The duct is one of the most monumental in the history of environmental engineering; a brick tunnel with a concrete floor over 500 feet long and nine feet wide, 20 feet deep at the input end and only six feet deep at the downstream end'. How many of you know as you walk along the main corridor that you could drive a double decker bus into the tunnel under your feet? In a Third Programme broadcast, later published in 7he Listener in 1967, Professor Banham said 'exploring the tunnel was like pot-holing'. The entrance is like 'one of the ante-chambers of Hell . . . a pit of utter blackness, filled with a roaring relentless gale of wind'. The air reaches the wards through openings in the walls and is vented through those pagoda-like turrets you see on the roof. As the nurses can tell you, the system is by no means perfect; but it was unique. Since the Royal introduced air-conditioning to the world there have been many architectural advances. Recent buildings on this site are refined successors to the main corridor part of the hospital. New hospital buildings are important; but you will come to see that even in the newest and most expensive institutions, the strength of the hospital or medical school lies not in its wealth or buildings but in the quality of its staff. And the quality of the medical staff naturally depends on the quality of its students. If 'A' Level results are to be relied on, the future appears to be in safe hands. You seem to be unusually intelligent and industrious. Medical students have not always been held in high esteem. Dr William Drennan was an important figure in late 18th century Irish medical circles. He wrote of his Edinburgh undergraduate days: 'A student of medicine is a term of contempt, but an Irish medical student is the very highest complication of disgrace'. In the 19th century William Dale remarked that 'Drinking, smoking and brawling were the very rational occupations of the dissecting room'. After they qualified, the students seemed to change. At least Robert Louis Stevenson seemed to think so, when he referred to doctors as 'men who stand above the common herd'. But in this century, in spite of the distinction of British medicine in its own eyes and in the eyes of colleagues throughout the world, we as a profession seem curiously irrelevant in contemporary society. If you visit the National Portrait Gallery this year, you will see an exhibit of 500 portraits of leading figures in the 20th century. It includes politicians, industrialists, trade union officials, lawyers, pop singers; there are three physiologists, a few forensic pathologists, a portrait of Marie Stopes (an early expert on birth control) and one of Grantly Dick Read, the proponent of natural childbirth. But among these 500 portraits there is not one clinician or nurse. Tony Hancock is there but no Lord Moynihan, Lord Horder, Lord Smith or Geoffrey Jefferson. In Anthony Sampson's book The new anatomy of Britain (a survey of the influential groups in our society) he mentions the Health Service only twice. Firstly he says that 'in its treatment of women the Department of Health might almost belong to Islam'. Secondly he recalls that the Ombudsman found the Department of Health second only to the Inland Revenue Service in its record of maladministration. I know that you will find that medicine is a worldwide profession with a homogeneity not known in other professions. I hope that in your electives and after you qualify you will travel abroad and visit overseas hospitals where you will immediately feel at home. The popularity of medical schools has never been greater. For many years throughout Europe students have come to medicine like the oysters flocking towards the Walrus and the Carpenter -'And thick and fast they came at last, and more and more and more'. But not all will meet the fate of the oysters. The EEC encourages overproduction, not only of beef and butter and wine, but also of doctors. In 1975 the United Kingdom had 18,000 medical students; Italy had 179,000, France 102,600, Germany 40,000 and Belgium 14,000. In that year, 1975, one person out of every 312 in Italy was a medical student, in the Republic of Ireland the ratio was 1: 1300 while the United Kingdom figure was 1: 3000. The effects on education and career prospects are well-known. The strength of British medical education is the degree to which the hospital service is available to you. In some European countries training is so theoretical that the student rarely comes face to face with the patient. In the British system a large number of doctors provide small group tutorials -a system impossible to copy in most other university faculties. Formal lectures play a relatively small part. The importance of learning the basics of medicine in the ward, by the bedside, cannot be emphasised too strongly. In addition to clinical diagnosis you will learn a professional attitude to patients and relatives. The doctors who teach you may not have been appointed because of their piety or moral respectability. However, it is in the tutorial system that the ethical dilemmas of medicine are best discussed -the treatment of the incurably ill, the prolongation of a life without hope, the saving of a young life with no prospect of normal development. These dilemmas have increased with the development of high technology specialties. A degree of specialisation can be seen in most wards of the Royal; most of the wards have patients referred from all over Northern Ireland. There has been a fear that specialties might swallow beds better employed in a teaching hospital for traditional general medicine and surgery. General medicine and general surgery remain the backbone of hospital practice. A specialty service cannot provide an acute service for a community. However, specialisation represents a natural evolution or growth in medicine. To remove the specialties from the student's view would damage his interests. Specialties often furnish admirable lessons in applied physiology. As long as the emphasis is away from technical affairs and operations, the discipline of a specialty is a valuable training ground. In the 20th century, the most dramatic change in medicine has been the emergence of specialisation. I would like to tell you about the development of my own specialty, neurosurgery, and then to discuss some of the implications high technology specialisation holds for the Health Service. The early history of most forms of surgery is difficult to trace. However, some remarkable archeological and documentary evidence outlines the development of neurosurgery. Surgical interest in the head goes back to the neolithic period. Many skulls from that time are found to have defects. Some defects clearly resulted from operations on fractures. Many more skull defects were caused by the operation of trepanning or trephining.6 The shape of the hole in a skull treated in this way confirms that it was not caused by disease; the ingrowth of new bone shows that the operation was seldom fatal. The surgeons in the Stone Age used a flint or obsidian knife; later, crown saws or circular saw bits, not unlike modern instruments, were devised. Trepanned skulls have been found in every European country, in much of South America, Asia, Africa and the South Sea islands. We cannot say where this extraordinary procedure started, or even whether it diffused throughout the world from one centre or appeared independently in different countries. Trepanning was probably used for epilepsy, for psychiatric disorders and for the release of spirits. The practice continued till the 20th century in parts of Europe. Indeed it is practised today in rural Zimbabwe for psychiatric disorders. In that community psychosis is not considered to be amenable to European medicine. The first documentary evidence on surgical practice comes from the banks of the Tigris, the Euphrates and the Nile: that is from Mesopotamia War which were specially sent over from America. By 1942 the Oxford centre with men like Hugh Cairns, and Cecil Calvert from Belfast, was training young surgeons to man mobile forward neurosurgical units. The results for head injuries were totally convincing. Immediately after the war this group of neurosurgeons returned to found neurosurgical departments in every British medical teaching centre. The Belfast department was started in 1947 by Cecil Calvert whose name is remembered with special affection in this hospital. His papers on missile wounds of the head and on fractures of the base of the skull are classics. Sister Bell ran the theatre with a firm hand; Harry Shepherd, radiologist, and Fred Bereen, anaesthetist, were also founder members, joined later by Alex Taylor and Colin Gleadhill.
The changes since 1947 have chiefly been those of high technology medicinecomplex, expensive techniques giving rise to a new breed of skilled paramedical scientists. An unforeseen expansion in neurosurgery and radiology was mirrored by equally expensive changes in other specialties, especially in the fields of anaesthesia, intensive care, laboratory medicine, cardiac surgery and isotope scanning. The majority of the 34 referral specialties have developed in the Royal. The hospital has doubled in size since the birth of the National Health Service. The attractions and the intellectual satisfaction from clinical medicine have never been greater. But a cloud was appearing on the horizon. The changes in medicine from specialisation were beneficial but the cost was already leading to the crisis in health care which now affects most of the Western World. Under the present Government, the cost is being counted; coincidentally new forms of management are being introduced. The changing face of medicine for the future will reflect the joint impact that expensive high technology medicine, the recent administrative changes and Government policy make on our clinical practice. Let us look for a moment at how hospital administration began. Its origins coincide to a large extent with those of the nursing profession. The Reformation deprived Britain of the system of hospital services which had been supplied by the religious orders. Even in the first half of the 19th century, hospital building and nursing were still primitive. In 1860 Florence Nightingale wrote 'Nursing was undertaken by those too tired, too weak, too drunk, too stolid or too bad to do anything else'. I mentioned earlier Florence Nightingale's profound influence on hospital architecture. I wonder how many people appreciate the part she played in hospital administration.2 She lived from 1820 to 1910. Because of family disapproval her practical nursing experience started only when she was 31; she retired from active nursing just five years later on her return from the Crimean War. By then everyone knew how the Lady with the Lamp had saved so many lives in the Scutari hospital and how she founded modern nursing. But her years of study and travel before she started nursing gave Florence Nightingale an unprecedented knowledge of hospital practice and administration. One of her treatises was on the design of sinks in hospitals. In How is clinical autonomy to be safeguarded? First, we should be prepared to accept some responsibility for the budgetary control of our departments. This will be possible with computer-controlled hospital information systems; it is already possible in x-ray departments and laboratories. Secondly, we should participate in hospital management including the deployment of hospital resources. Thirdly, clinicians should conduct a medical audit to review ward policies and to modify the management of patients. These measures should preserve the clinician's ability to protect the care of his patient. I have strayed a little from the immediate concerns and interests of the new students. The way before you is challenging. But I am sure that you are persuaded that you are entering a life which will carry great responsibility but will give you great satisfaction. Medicine is not a job: it is a way of life. In this privileged career your motto might well be that of the City of Belfast. It is said to be derived from the 12th verse of the 116th Psalm. "Pro Tanto Quid Retribuamus?" It may be freely translated "What return shall we make for so much?"
